Poverty and impoverishment -and the related lack or loss of social protection and welfare benefitsmay be key in explaining the links between the economic recession, austerity measures, and increasing mortality in Spain and many other countries. The long-term high unemployment rate became even more dramatic in Spain after the onset of the crisis, increasing from 9.2% in 2005 to 22.1% in 2015, 5 with the young population (48% of which was unemployed in 2015) particularly affected. 4 The recession had a stronger impact on the poorest households, with the Gini coefficient (inequality gap) increasing from 32.2 in 2005 to 34.6 in 2015. 4 Working conditions (physical and psychosocial), environmental pollution, nutritional habits, and other life conditions deteriorated as well. 6 The inclusion of valid data from more countries and on additional socioeconomic factors could have nuanced or refuted the conclusions of Cabrera et al.; in particular, their conclusion that "the marked excess mortality from 2011 to 2015 in Spain is attributable to austerity policies" (p. 1091).
LAG BETWEEN CRISIS ONSET AND AUSTERITY POLICIES
In Spain, part of the government's response to the financial crisis entailed a series of measures designed to reduce public spending on health and funding of other social policies. The main reform instrument targeting the health system was the earlier mentioned Royal Decree Law, 3 which introduced changes in the population covered (nonregistered immigrants were excluded, with exceptions), redefined copayments for drugs according to income levels, and split benefits into four categories with varying degrees of public financial support. The reforms also made households responsible for some of the costs related to health care and pharmaceuticals. Important as these changes were, other fundamental determinants of mortality act beyond such frames.
The supposed excess of mortality attributed by Cabrera et al. to government austerity policies occurred primarily in 2011, before the implementation of restrictions in health care coverage; the maximum lag subsequent to the onset of the crisis was approximately three years only. Copayments increased in July 2012, and public health care funding dropped just 2% in 2011 but 6% in 2012.
Could we be seeing a "harvest effect" among citizens at high risk for short-term death, who might have had their life shortened by austerity measures? If this was the case, it would be appalling. Yet, evidence and models of health determinants indicate that, in postindustrial societies, social patterns of mortality are the result of long-term economic, social, and environmental processes; only certain specific causes of death are affected in the short term. Most oncological, cardiovascular, and respiratory deaths are not caused by short-term social processes.
Better data and analyses are needed on the effects of policy alternatives on mortality and related causal processes. However, this need should not be an excuse to delay just and efficient policies. European data show that the gap between the poorest and the richest with respect to health status and lifestyle factors persisted before, during, and after the economic crisis.
4 Some influences on the gap (e.g., income related inequalities in health) may have worsened in the period of interest, whereas others improved (e.g., income-related inequalities decreased in terms of self-assessed health and increased with respect to certain lifestyle factors). 4 An evaluation of valid mortality data according to socioeconomic position in a larger number of countries would help to test whether -mediated and unmediated by austerity policies-a broadening of the gap between worse-off and better-off groups caused by the recession had an immediate effect on mortality.
INFLUENCE OF OTHER FACTORS
Government choices during financial crises often have disastrous effects on human health and the real economy. However, reality is not only influenced by governments. Politics and social processes are never simple. First, coinciding with Spain's austerity measures, other public health reforms were introduced. In 2010, for instance, a law on tobacco consumption and market regulation extended the provisions of the 2005 Anti-Tobacco Law, increasing protection of minors and nonsmokers. In late 2011, a progressive public health law was approved; although never formally enacted by the conservative federal government, it likely strengthened existing and new policies.
7 Additional regulations increased taxation of alcohol and tobacco products. Second, regional and local health systems discouraged use of ineffective or iatrogenic medical interventions, a long overdue policy. Unfortunately, waiting lists for and delays in diagnosis and treatment also increased during the recession, and they continue.
A valid analysis of the actual middle-and long-term effects on mortality of these mixed measures and policies-and of the other effects of the socioeconomic corrosion itself-is essential to gain an understanding of the real magnitude of the adverse effects, and to assess whether these effects were partly compensated by healthy social policies and networks. Indeed, we must consider the beneficial effects of the existing welfare state, regional and local governments, other public and private institutions, citizens' organizations, and other health as-sets and networks. The effects of these realities must also be considered when we look at reality. We know that the economic recession has impoverished and harmed many Spaniards and other citizens worldwide, and that it has increased social inequality; however, on the basis of the existing evidence, we honestly cannot say whether austerity policies have yet had a substantial impact on mortality rates. 
